Hardy (1) suggested the possibility that the pain threshold was not uniform in all areas of the body when they found wide variation in such thresholds in normal and pathological skin. Bishop (2) reported that the number, distribution and accessibility of the sensory receptors of the skin varied in different areas. The cutaneous sensory threshold was shown by the author (3) to be influenced by the number, distribution and accessibility of the sensory receptors.
Potelunas, Meixner and Hardy (1) suggested the possibility that the pain threshold was not uniform in all areas of the body when they found wide variation in such thresholds in normal and pathological skin. Bishop (2) reported that the number, distribution and accessibility of the sensory receptors of the skin varied in different areas. The cutaneous sensory threshold was shown by the author (3) to be influenced by the number, distribution and accessibility of the sensory receptors.
The effect of syphilitic lesions on the sensibility of the skin was studied by Ollendorf (4) and by Mayr (5) both of whom found increased sensitivity in the lesions. The study of pain thresholds with thermal radiation in diseases of the skin by Potelunas, Meixner and Hardy (1) revealed that 1) the pain threshold tends to remain unaltered by skin disease, 2) raised pain thresholds were caused by thickened skin and 3) hyperexcitability of the superficial pain endings may account for lowered pain thresholds.
The following investigation was undertaken to study the relationship of body site and of diseases of the skin to the cutaneous sensory threshold by means of the high frequency square-wave current. The apparatus and the basic principles for the use of the square-wave current are described in previous reports (3, 6).
TECHNIC
Inasmuch as a standard variation for cutaneous sensory thresholds has not as yet been determined by this electrometric method, it was decided in the study of body sites to use a standard area for each individual and to compare the threshold in other body sites with the sensory threshold measurement of the standard area. The right forearm about 2 inches below the antecubital fossa was chosen as the standard area because of its easy accessibility for applying and removing electrodes. The active (positive) electrode was a 2 inch square of leadtin material lined with tap-water moistened filter paper. The 2 inch square was previously shown to be preferable to other electrode dimensions for threshold studies with this apparatus (3). The dispersing electrode was larger and of the same materials as the active electrode and was applied to the left arm.
The current interval (duration of current in each cycle) was kept at half cycle duration (maximum) and the threshold was obtained either by keeping voltage fixed and varying the frequency, or by fixing the frequency and varying the voltage. Whichever factors were fixed or variable when applied to the standard area in an individual were similarly fixed or variable at other body sites in the same individual. The variable factor (frequency or voltage) was manipulated so that the stimulus intensity was gradually increased until the patient reported the first perception of sensation in the skin area covered by the active * From the division of Dermatology, Yale School of Medicine. Presented at the Twelfth Annual Meeting of the Society for Investigative Dermatology, Inc., Atlantic City, N. J., June 7 & 8, 1951. 
